SUMMARY It has been increasingly recognised that patients with arachnoid cysts of the middle fossa appear more susceptible to the development of subdural haematomas. Seven patients with arachnoid cysts of the middle fossa and associated subdural haematomas are presented. Intra-cystic haemorrhage, masking the presence of an arachnoid cyst on computed tomography (CT) is highlighted. Repeat of CT scanning in young patients with subdural haematomas in the absence of severe trauma is recommended. Two theories are proposed to account for the observed susceptibility to the development of subdural haematomas in these patients. A 15 year old male was admitted with a 4 week history of right parietal headache, 3 days vomiting and increasing paraesthesia involving the left arm. Three months previously he had been kicked over the left parietal region and as a result struck his right parietal region against a wall. Clinical examination revealed bilateral papilloedema, nystagmus and a slow pulse. Plain skull radiographs showed expansion of the right middle fossa. Computed tomography (CT) demonstrated a right middle fossa arachnoid cyst with a large subdural haematoma and midline shift to the left. At craniotomy a large chronic subdural haematoma extending from the frontal to the occipital pole and overlaying the arachnoid cyst on the right was found. There was a haematoma within the cyst. All dural membrane surrounding the haematoma and part of that of the arachnoid cyst was removed. There was steady clinical improvement paralleled by radiological resolution and a reduction in the size of the arachnoid cyst. The latter was no longer visible on CT scan 3 years later.
Arachnoid cysts are fluid filled cavities within the arachnoid or between the arachnoid and pia mater. They most commonly occur in the middle fossa, and in such a position are often considered as a separate clinical entity. Characteristic plain radiographic, -4 computed tomographic,S-' and invasive investigative appearances 1710 are recognised.
The mechanism of formation was reviewed by Robinson in 19711 and can be either primary developmental or secondary. Further study has not changed this view to date.
The association between arachnoid cysts and subdural haematomas has been noted.''7 0o " It has been suggested that the presence of an arachnoid cyst in the middle fossa makes the patient more susceptible to developing a subdural haematoma.'0 12 13 There is often a history of mild trauma but subdural haematomas may arise idiopathically. Seven cases of arachnoid cysts of the middle fossa with associated subdural haematomas are presented. The possible significance of these cysts is discussed with special reference to the association with subdural haematomas.
right parietal headache, 3 days vomiting and increasing paraesthesia involving the left arm. Three months previously he had been kicked over the left parietal region and as a result struck his right parietal region against a wall. Clinical examination revealed bilateral papilloedema, nystagmus and a slow pulse. Plain skull radiographs showed expansion of the right middle fossa. Computed tomography (CT) demonstrated a right middle fossa arachnoid cyst with a large subdural haematoma and midline shift to the left. At craniotomy a large chronic subdural haematoma extending from the frontal to the occipital pole and overlaying the arachnoid cyst on the right was found. There was a haematoma within the cyst. All dural membrane surrounding the haematoma and part of that of the arachnoid cyst was removed. There was steady clinical improvement paralleled by radiological resolution and a reduction in the size of the arachnoid cyst. The latter was no longer visible on CT scan 3 years later.
Case 2 A 17 year old male was referred with a history of a few days of increasing occipital headache radiating to the back of the neck, and intermittent episodes of vomiting. He 5) showed an arachnoid cyst in the left middle fossa and a shallow chronic subdural haematoma over the right hemisphere. Slight supra-tentorial shift from left to right was noted. Subsequently, the patient's symptoms worsened and follow up CT scan showed a large isodense subdural collection on the left, the arachnoid cyst being no longer visible (fig 6) . The shift to the right was more marked and the right subdural collection no longer visible. A left temporal craniectomy was conducted and yellow fluid was drained from the cyst and subdural space. The cyst was operatively connected to the chiasmatic system and the subarachnoid space over the left cerebral hemisphere. At present this man is still complaining of headache, relieved by analgesia although CT scans (fig 7) , show mild improvement, the arachnoid cyst became visible again following treatment.
Case 6 A 17 year old male was admitted with a 7 day history of frontal headache, photophobia and vomiting. Clinical examination revealed bilateral papilloedema, neck stiffness in extreme flexion and a positive Babinski reflex on the left. Plain skull radiographs showed expansion of the left temporal fossa with elevation of the sphenoid ridge. CT scan revealed a chronic subdural haematoma over the left hemisphere extending to the temporal fossa, with associated midline shift to the right (fig8). At operation the haematoma was drained by burr holes. There was satisfactory post operative progress, the patient having no residual neurological deficit. Subsequently follow up CT scan showed a low denPage, Paxton, Mohañ~~~~~S Relationship between arachnoid cysts of the middle fossa and chronic subdural haematoma (fig 9) . This appeared to shrink in size on CT scan accompanying a steady resolution of the midline shift. Two and a half years later the arachnoid cyst was still present, there being minimal residual midline shift. The patient is at present fit and well.
Case 7 A 12 year old girl presented with a 2 month history of headache and associated vomiting. There was no history of trauma. The past medical history was unremarkable. Clinical examination revealed papilloedema, there were no abnormal neurological signs. Plain skull radiographs showed expansion of the middle fossa and no evidence of fracture. CT scanning demonstrated an isodense subdural haematoma with a cystic lesion of CSF density being seen in the enlarged left middle fossa, consistent with an arachnoid cyst. The subdural was drained operatively, blood stained fluid being found. The post operative progress was satisfactory.
Discussion
Arachnoid cysts of the middle fossa were reviewed by Robinson.' They commonly present below the age of 20 years although they can be found at any age. They occur in a ratio of at least 4-1 male to female, being rarely found in females over the age of 20 years. Arachnoid cysts of the middle fossa are found more commonly on the left than the right.
The patients usually present either with a skull deformity as a result of the cyst within the calvarium (as is commonly the case in children), or The left temporalfossa is enlarged (small arrows). A chronic subdural haematoma is present over the left hemisphere (large arrows). would seen reasonable to suggest that CSF could become sequestered within the forming arachnoid or pia or both. Clinical support for this theory has been gained by the demonstration of cysto-subarachnoid communications, usually found in the basal cisterns'3 18 and in our case 2.
It has been suggested that minor intra-uterine trauma to the temporal lobe tip may lead to the development of arachnoid cysts,4 in combination with damage to the anterior part of the temporal lobe.
Robinson13 suggested that agenesis of the temporal lobe was the primary developmental fault; however, it is now more commonly accepted that multiple local developmental abnormalities probably leads to the development of an arachnoid cyst in the middle fossa.
Secondary arachnoid cysts can also be created. 
